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Background: A diabetic foot ulcer is a major complication in diabetes mellitus that results in 
increased mortality, morbidity, costs, and reduced quality of life. In 2015, the prevalence of 
diabetic foot ulcers was estimated by the International Diabetes Federation to develop annually 
among 9.1 million to 26.1 million people with diabetes worldwide. Diabetic foot care has 
economic consequences due to the expenses related to the treatments that arise from prolonged 
and recurrent hospitalizations and social problems from employment losses. 
Purpose: The purpose of this project was to implement diabetic foot care education among 
diabetes patients in the clinic as a means of providing them with diabetic foot care knowledge 
and skills. 
Methods: This project employed a quantitative quasi-experimental design and was implemented 
among 31 diabetic patients aged 65-years and older at risk of developing diabetic foot ulcers.  
Data were analyzed through a paired t-test and Mcnemar test via SPSS version 24. 
Results: Results showed that diabetic patient foot care knowledge improved from pre-
intervention (M = 12.69, SD = 3.118) to post-intervention (M = 14.69, SD = 1.365). There was a 
significant improvement of diabetic patient foot care skills from pre-intervention (M = 52.13, SD 
= 9.142) to post-intervention (M = 64.35, SD = 6.290). Findings indicated that there was a 
significant decrease of diabetic foot complications from pre-intervention (M = 1.97, SD = 1.048) 
to post-intervention (M = 1.06, SD = 1.063). 
Conclusion: Diabetic foot care education is an effective intervention among diabetes patients 
aged 65 years and older. 





A diabetic foot ulcer often occurs in association with neuropathy and/or peripheral 
arterial disease of the lower limb in a patient with diabetes. The weakened processes in diabetes 
mellitus increase the risks of infection and poor wound healing (Syafril, 2018). A diabetic foot 
ulcer is a major complication in diabetes mellitus that results in increased mortality, morbidity, 
costs, and reduced quality of life. In 2015, the prevalence of diabetic foot ulcers was estimated 
by the International Diabetes Federation to develop annually among 9.1 million to 26.1 million 
people with diabetes worldwide (Syafril, 2018). The lifetime incidences of foot ulcers have been 
estimated to be between 19% and 34% of persons with diabetes. It is estimated that 15% of all 
people with diabetes will be affected by a foot ulcer during their lifetime (Khan, Khan & 
Farooqui, 2017; Zubair, 2020). Foot ulcers remain a challenge among people with diabetes 
worldwide that increases morbidity and expenditure in the therapeutic treatment to 85% of 
patients affected. The purpose of this project was to implement diabetic foot care education 
among diabetes patients in the clinic as a means of providing them with diabetic foot care 
knowledge and skills. The project involved the implementation of diabetic foot care education. 
Background 
Diabetes mellitus is a worldwide pandemic affecting an estimated 171 million people, 
and the number is projected to double by 2030 (Mendes & Neves, 2012). The global prevalence 
of diabetes among adults over 18 years of age has increased significantly from 4.7% in 1980 to 
8.5% in 2014 (Hurlow, Humphreys, Bowling, & McBain, 2018). All diabetic patients are at risk 
for developing a diabetic foot ulcer (DFU) (Mendes & Neves, 2012). Mendes and Neves (2012) 
revealed that the annual-population-based incidence of acquiring DFU is 1 to 4%, with a 
prevalence of 4 to 10%, and the estimated lifetime risk is 25%. Up to 25% of diabetic patients 
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will develop a diabetic foot ulcer (DFU) in their lifetime (Hurlow et al., 2018). Empirical 
evidence also states that there is a higher all-cause mortality rate in diabetic people with DFU 
than those without DFU, depicting a mortality rate of 99.9 per 1000 person-years in the DFU 
population compared with 41.6 per 1000 in the diabetes-only population (Hurlow et al., 2018). 
Even with better care, DFU can lead to complications such as s infection, amputation, and even 
death (Del Core et al., 2018). 
DFUs have major socioeconomic implications; hospital admissions linked to DFU can 
average more than $100,000 per admission, depending on the necessity of amputations or 
revascularization (de Almeida, Silveira, Santo, Pereira, & Salome, 2013). Diabetic foot care has 
economic consequences due to the expenses related to the treatments that arise from prolonged 
and recurrent hospitalizations and social problems from employment losses. Diabetes foot ulcers 
have a negative impact on the psychosocial functioning and quality of life of the affected patients 
(de Almeida et al., 2013). Patients with DFU often have low self-esteem, feelings of inferiority, 
anxiety, depression, and social isolation. DFUs occur due to a sedentary lifestyle, foot deformity, 
length of hospital stay, and poor self-care practices (Mariam et al., 2017; Yazdanpanah et al., 
2018). However, with proper hygiene, early diagnosis of the disease, lifestyle modifications, 
patient education, and pharmacological intervention, DFU can be managed. 
Significance of the Project 
The project would impact the diabetic patient population in the outpatient clinic by 
empowering them to adopt proper foot care practices and reduce incidences of diabetic foot 
complications. The clinic would benefit from the project due to the reduction in such incidences 
and the associated healthcare costs. The project may have practice and policy implications in the 
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clinic, whereby healthcare providers may be required to provide foot care education to diabetic 
patients during routine follow-up appointments. 
This project contributes towards controlling and regulating rising cases of DFU among 
patients with diabetes mellitus. The primary care providers have been encouraged to actively 
participate in the prevention and management of the DFU and infection pandemic. This project 
advances the evidence-based practice towards addressing diabetic foot care practices among 
diabetic patients. The project would provide useful insights regarding using pharmacological and 
non-pharmacological approaches interchangeably to manage DFUs. Diabetic patients that 
regularly engage in individualized patient education, improved diabetes knowledge, lifestyle 
modifications, and self-management practices have contributed to the adherence to oral diabetes 
medications (Lim et al., 2017). Besides, implementing behavioral intervention therapy as a 
means of eating healthy, engaging in regular exercises, participating in regular foot examination 
and self-care practices is an approach needed to eliminate foot ulcers and infections. 
Needs Assessments 
Training needs assessment is a gap analysis process that collects and analyzes data 
supporting decision making of whether or not to conduct training to improve an individual’s 
skills and performances. Training and learning needs come from underdeveloped skills, 
insufficient knowledge, or inappropriate worker attitudes (Ferreira & Abbad, 2013). All 
healthcare practitioners are required to maintain competency and practice knowledge and skills 
through continued education. Learning needs assessments are the staff’s education or training 
needs that aim to provide competent knowledge and skills. Clinical education provides students 
with an opportunity of gaining real experience with patients (Goliroshan, Hoseinzadeh, 
Fookolaee, Aziznejadroshan, & Khafri, 2019). Learning clinical skills is not only important for 
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providing safe care but also facilitating clinical decision-making and the interest of the patients. 
Additionally, patient education plays a significant role in the management of chronic diseases. 
Significant barriers towards the management of diabetic foot ulcers are linked to 
inadequate education for both patients and healthcare providers. Jeffcoate, Vileikyte, Armstrong, 
and Boulton (2018) indicated that management of foot ulcers is a challenge due to inadequate 
patient education about self-care practice to maintain hygiene, dry foot, and the right footwear. 
In addition, healthcare practitioners have inadequate knowledge and education about appropriate 
care of foot ulcers, which poses a significant barrier towards management. Learning/training 
needs assessment plays a significant role in improving knowledge of footwear and care practices 
for both patients and healthcare professionals. As a result, this project advocated for continuous 
assessment and training regarding appropriate foot care practices to eliminate the incidences of 
foot ulcers and possible foot infections and amputations. 
Barriers and Facilitators for the Project Implementation 
One of the key project barriers may be initial resistance from the practitioners in the 
clinic owing to time limitations and the busy nature of the clinical environment. To overcome 
this barrier, the DNP scholar emphasized the importance of educating diabetic patients on proper 
foot care practices as a means of preventing diabetes foot complications. Time limitations also 
posed a challenge during the project implementation. However, this challenge was overcome by 
working collaboratively with the clinic managers to create a schedule that allowed the project to 
be implemented with minimal disruptions to normal clinical activities. Additionally, getting 
resources presented challenges as the DNP scholar had to navigate through bureaucratic 
procedures at the clinic. However, leadership support made it easier to access resources such as 
printing materials, a projector, and a laptop, among others. 
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The project benefited from facilitators, such as leadership support for quality 
improvement initiatives. The project also benefited from the collaborative work environment 
meaning that the DNP scholar was in a position to work with diverse practitioners in the clinic. 
The project also benefited from the guidance of the DNP scholar who served as a change agent. 
The changes in the external environment supported the shift to patient self-management and 
were used to emphasize the importance of the project to stakeholders within the clinic. Appendix 
A presents the Strengths, Weaknesses, Opportunities, and Threats (SWOT) analysis framework 
for the project. 
Problem Statement 
DFUs and infections are some of the common complications associated with diabetic foot 
disease. A 2018 report by American Diabetes Association (ADA) indicates that the annual 
incidence of foot ulcers in the Western world is an estimated 2%. However, certain populations 
such as Medicare beneficiaries and U.S. veterans report higher incidence rates of 6% and 5%, 
respectively (Boulton et al., 2018). The report further indicates that the lifetime risk of diabetes 
foot disease is estimated to be 15-25%, though this figure could be as high as 34%. Additionally, 
the annual incidence of ulceration is 30-50% among diabetic patients with a history of foot ulcers 
(Boulton et al., 2018). 
The complications significantly influence morbidity, impose a substantial burden on 
patients, society, and the healthcare system. According to Del Core et al. (2018), approximately 
5% of diabetic patients with DFUs require a major amputation in one year. The researchers 
further indicated that the mortality rates among patients with neuropathic ulcers are as high as 
45% and 55% among those with ischemic ulcers. In terms of financial burden, hospital 
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admissions for diabetic foot complications can cost average over $100 000 per admission, 
particularly in situations necessitating amputations or revascularization (Del Core et al., 2018). 
The outpatient clinic where the project was implemented treats diabetic patients, some of 
whom suffer from foot ulcers. On a monthly basis, the clinic treats about 3-4 patients a day with 
DM-2, out of which about 2-3 have DM-related neuropathy. In 2019, the clinic treated about 288 
patients with diabetic-related complications, for example, DFUs, and about 112 other 
complications like diabetic retinopathy. Research shows that foot care education can be 
leveraged to improve foot care behaviors as a means of preventing diabetic foot complications 
(Sulistyo, Sia, Maneewat, 2018). However, the primary care providers in the clinic were yet to 
adopt foot care education as a means of providing diabetic patients with foot care knowledge. 
Project Aim/Objectives 
The aim of this project was to implement a diabetic foot care education among diabetes 
patients in the clinic to improve their diabetic foot care knowledge and skills. 
Project Goals 
The project involved the implementation of diabetic foot care education. The project was 
guided by the following goals: 
 Improve diabetic patients’ knowledge of foot care by 10% as measured by the 
Knowledge of Foot Care Questionnaire by the end of the project implementation. 
 Train providers on the best ways of providing diabetic foot care education. 
 Increase the rate of documentation of diabetic foot care education in Electronic Health 
Records by 5% by the end of 2020. 
 Improve foot care practices among diabetic patients by 5% by the end of 2020. 
 Reduce the number of foot complications among the patients by 5% by the end of 2020. 
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Review of Literature 
This section presents the literature review related to DFUs. The reviewed articles 
included in this section are peer-reviewed, obtained within a range of 12 years from 2008 to 
2020. The literature review section begins by presenting the literature search strategy. The 
section proceeds to examine the prevalence of diabetic foot ulcers and infections globally as well 
as in the United States. The next subsection covers the risk factors for DFUs. The literature 
review also explores the approaches to managing DFUs and the lifestyle modifications necessary 
in managing them. Besides, this literature examines the challenges/barriers encountered in 
managing DFUs and also explore the effectiveness/ineffectiveness of intervention programs for 
preventing it. Appendix B presents a summary of some of the articles reviewed in this section. 
Literature Search Strategy 
This literature review section utilized articles retrieved from various databases, including 
scholarly databases as well as government publications. The databases used to retrieve articles 
were: Cochrane library, science direct, Medline, PsycINFO, semantic scholar, ResearchGate, 
PubMed, and Cumulative Index for Nursing and Allied Health Literature (CINAHL). The article 
retrieval process was achieved by using a combination of keywords and special operands. The 
keywords utilized were: diabetic foot ulcers, diabetic foot infections, risk factors, diabetes 
mellitus, neuropathy, education intervention programs, diabetic foot ulcer management, and 
diabetic foot ulcer challenges. The article retrieval also utilized operands “&” and “OR” to 
facilitate the advanced search for articles. 
The article search strategy included only articles published in the last 12 years, those 
published in English, articles that mentioned diabetic foot ulcers, and articles with abstracts and 
full-text. Articles published beyond 2008 and did not mention diabetic foot ulcers were 
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eliminated. The articles that lacked full-text or not completely accessible were excluded from the 
review. The initial search process retrieved a total of 231 articles. A total of n = 100 articles was 
excluded from the analysis as they were not relevant to diabetic foot ulcer and infections. 
Additional 57 articles were eliminated since they lacked full-text accessibility. In addition, a total 
of n = 26 were excluded from the literature search process because they failed to meet the 
inclusion criteria. A total of n = 48 articles was included in the literature review. 
Prevalence of Diabetic Foot Ulcers and Infections 
The prevalence of diabetic foot ulcers as of 2015 was estimated by the International 
Diabetes Federation to develop annually among 9.1 million to 26.1 million people with diabetes 
worldwide (Syafril, 2018). The lifetime incidences of foot ulcers have been estimated to be 
between 19% and 34% of persons with diabetes. It is estimated that 15% of all people with 
diabetes will be affected by a foot ulcer during their lifetime (Khan, Khan & Farooqui, 2017; 
Zubair, 2020). Diabetic foot ulcers are estimated to have an annual incidence of 2.2%. Infections 
occur in up to 58% of patients presenting with a new foot ulcer (Del Core, Ahn & Lewis, 2018). 
Although foot ulcers have higher rates of premature mortalities, patients fear major amputations 
compared to death. It is estimated that up to 5% of diabetic patients with a DFU required a major 
amputation in one year (Del Core et al., 2018). 
Bakri, Allan, Khader, Younes, and Ajlouni (2012) indicated that about 10% to 30% of 
diabetic patients with a foot ulcer would eventually progress to amputation. The financial burden 
of foot ulcers is extremely high where the cost of treating a single foot ulcer in the USA is 
estimated at $28,000 over a 2-year. Globally, it is estimated that 9.1 million–26.1 million people 
develop diabetes foot complications each year, with 3% in Oceania and 13% in North America 
(Kurup, Ansari, Singh, & Raja, 2019). A diabetic foot ulcer is also prevalent in Africa, where 
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12% of all the hospitalized diabetic patients in Africa have foot ulceration. A diabetes foot ulcer 
is a costly disease with severe complications. Mortality after lower extremity amputations in 
diabetes patients varies from 39% to 80% at five years (Atosona & Larbie, 2019). 
Risk Factors for Diabetic Foot Ulcers and Infections 
There are multiple risk factors associated with the development of diabetic foot ulcers 
that are associated with gender, duration of diabetes, age, cardiovascular comorbidities, foot 
deformity, body mass index, and inappropriate foot self-care habits. 
Gender. Diabetic foot ulcers and infection mostly affect males (Khan et al., 2017). The 
development of diabetic foot ulcers among people with diabetes mellitus affects men and women 
differently. Men have a higher prevalence of diabetic foot ulcers as they care less for their feet, 
leading to a higher proportion of amputations (Navarro-Peternella, Torquato Lopes, de Arruda, 
Teston, & Marcon, 2016). Men also are associated with greater use of insulin that increases the 
complications of developing diabetic foot ulcers. However, women can also be affected by 
diabetic foot ulcers following their change of lifestyle, resulting in higher challenges in 
maintaining glycemic and lipid control and also a change in their eating plan and frequent 
physical activities (Navarro-Peternella et al., 2016). Yazdanpanah et al. (2018) also found that 
males have a greater risk than women of developing diabetic foot ulcers since they have more 
outside activities that contribute to foot exposure and plantar pressure on their feet. Women are 
considered to have lower diabetic foot ulcer cases since they are more self-caring and have 
positive moods related to active body care, and have lower trauma, and expose to proper care 
compared to men (Al-Rubeean et al., 2015). 
Age. A diabetic foot ulcer is common among the aged peoples. Ahmad, Khan, Ghaffar, 
Al-Swailmi, and Khan (2013) found that diabetic foot ulcer was common among people aged 
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above 58 years. The elderly have a great risk of getting diabetic foot ulcers due to the increased 
risk of acquiring diabetes. Al-Rubeean et al. (2015) found that foot ulceration and amputations 
increase by two to four folds with the progression of age for patients with diabetic conditions. 
Diabetic foot ulceration was observed among elderly diabetic patients, where 50% of the cases 
were patients older than 65 years. 
Foot deformity and duration of diabetes. Foot deformity is a significant risk factor for 
diabetic foot ulcers. Yazdanpanah et al. (2018) found that approximately 9.4% of the diabetic 
patients evaluated had foot deformity, including the hammer toe, prominent metatarsal head, 
hallux valgus, bunion, and just one Charcot joint. Diabetes duration of 10 or more years 
significantly increases the risk of developing diabetic foot ulceration and amputation by 3 to 4 
folds (Al-Rubeean et al., 2015). 
Neuropathy. Distal neuropathy is a well-known risk factor for developing diabetic foot 
ulcers, as documented by (Yazdanpanah et al., 2018), where the patients included in the study 
exhibited this characteristic. Mariam et al. (2017) found that diabetic patients with neuropathy 
were 21.7 times likely to develop foot ulcers compared to those without. Diabetic patients with 
high blood glucose levels are exposed to microvascular complications and neuropathy, resulting 
in developing foot ulcers due to increased pressure load and shearing force. Syafril (2018) 
indicated that peripheral neuropathy, defined as loss of sensation, occurs 20% at the time of 
diagnosis and about 8 to 12 years after developing type 2 diabetes. More than 60% of foot 
ulcerations are caused by neuropathy that impairs the normal activities of the nerves throughout 
the body and can alter autonomically motor and sensory functions. 
BMI. The findings for BMI associated with foot ulcers have been found to be 
inconclusive. The study conducted by Mariam et al. (2017) found that overweight diabetic 
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patients are 2.1 times more likely to develop diabetic foot ulcers compared to those patients with 
normal weight. Diabetic patients are 2.65 times more likely to develop diabetic foot ulcers 
compared to diabetic patients who are not obese. Diabetic patients that are overweight, obese, 
and have higher BMI experience decreased normal blood circulation patterns at the lower 
extremities that significantly raises chances of developing a foot ulcer. The studies by Pham et 
al. (2000), Merza and Tesfaye (2003), and Boyko et al. (2006), as cited by Syafril (2018), found 
that BMI and obesity as risk factors for diabetic foot ulcers were inconclusive. Zang et al. 
(2017), on the other hand, observed that patients with diabetic foot ulceration had lower BMIs 
than patients without a diabetic foot ulcer (Syafril, 2018). 
Foot self-care. Diabetic foot ulcers are common in patients with inadequate foot self-care 
practices. Mariam et al. (2017) found that diabetic patients with inadequate foot self-care 
practices were 2.52 times likely to develop foot ulcers than patients with adequate foot self-care 
practices. Foot self-care practices, including washing feet frequently, drying feet appropriately 
after washing, evaluating foot status on a daily basis, and early identification of foot abnormality, 
could aid in reducing foot ulcers (Mariam et al., 2017). 
Managing Diabetic Foot Ulcers 
Diabetic foot ulcers and infection can be managed effectively by adhering to proposed 
solutions from various scholars and stakeholders. Patients without risk factors for diabetic foot 
ulcers are encouraged to obtain general advice about the importance of food hygiene, nail care, 
and the purchase of footwear. Patients with risk factors for developing diabetic foot ulcers are 
encouraged to be reviewed regularly and educated about preventive foot care (Boulton, 2015). 
Patients with diabetic foot ulcers are encouraged to undertake various measures, including 
washing and inspecting their foot on a daily basis, use creams or lotions to prevent dry skin and 
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formation of callus, measuring their feet when buying footwear, refrain from walking barefoot, 
seeking medication after a foot injury or discomfort, and avoid self-treatment for any disorders 
(Boulton, 2015). Treatment of diabetic foot ulcers is considered challenging and takes a 
significant amount of time to complete. 
Treating diabetic foot ulcers is expensive. As of 2010, the costs of treating wounds with 
Wagner grade 1 in five industrialized countries were $3096. However, if the wound becomes 
complicated and amputated, the cost of treatment rises to almost $107,900 (Iraj, Korvash, 
Ebneshahidi, & Askari, 2013). Lim, Ng, and Thomas (2017) indicated that pharmacological 
therapy is an appropriate strategy for the management and prevention of diabetic foot ulcers.  
Treatment of diabetic foot ulcers can be achieved through offloading ulcers, which is extremely 
important for the healing of plantar ulcers. Inadequate offloading is said to delay ulcer healing 
even in an adequately perfused limb (Alexiadou & Doupis, 2012). The simpler way of offloading 
is through administering non-removable total contact casts and removable cast walkers, which 
are effective in reducing pressure at the site of ulceration.  Additionally, foot ulcers can be 
treated through wound dressing to eliminate contaminants, remove excess exudates and toxic 
components, and maintain a moist environment at the wound-dressing interface (Alexiadou & 
Doupis, 2012; Lim et al., 2017). Additionally, diabetic foot ulcers are treated using maggot 
therapy that primarily operates by eliminating dead necrotic tissue leaving healthy granulation 
tissue on the wound bed. Maggot therapy demonstrates a more rapid growth of granulation tissue 
and greater wound healing rate compared to standard wound care (Lim et al., 2017). 
Diabetic care professionals advocate for prevention rather than treatment, which is 
achieved by providing diabetic patients with awareness and information necessary to familiarize 
themselves with the principles of diabetic foot ulcer prevention (Iraj et al., 2013). As a result, 
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training methods are designed in a manner that would be appropriate for diabetic patients to 
understand and conduct foot care as intended. Priyadarshini et al. (2018) indicated that diabetes 
foot ulcers could best be prevented at the primary care level, where the process begins with 
education, appropriate protective footwear, and regular screening for loss of protective sensation. 
Foot ulceration can be prevented through educating patients, their families, and healthcare 
workers about adequate foot care and frequent foot examination, glycaemic control, as well as 
smoking cessation (Priyadarshini et al., 2018). General patient education in regards to reducing 
foot ulceration is linked to maintaining an adequate and balanced diet to maintain glycaemic 
control, regular physical activities, and exercises, and regulating alcohol intake to manage 
neuropathy. Iraj et al. (2013) also added that diabetes foot complications could be prevented by 
employing measures related to the management of diabetes complications: lifestyle 
modifications, smoking cessation, blood pressure control, glycemic control, and lipid 
management. Additionally, all diabetic patients should undergo an annual comprehensive foot 
examination once a year. 
The existing guidelines for foot ulceration advocate for an inter-professional approach 
that includes physicians, physical therapists, caregivers, nurses, orthotists, and patients. 
Stakeholders recommend patient education, regular foot screenings, footwear modification, and 
daily foot inspection (DiLiberto, Baumhauer, & Nawoczenski, 2016). Pharmacological and non-
pharmacological approaches can be used interchangeably to manage diabetic foot ulcers. 
Diabetic patients that regularly engage in individualized patient education, improved diabetes 
knowledge, and self-management practices have contributed to the adherence to oral diabetes 
medications (Lim et al., 2017). 
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Lifestyle Modifications and Diabetic Foot Ulcer Management 
Lifestyle modifications that entail regular exercise or physical activities are a significant 
non-pharmacological approach in diabetic foot ulcer management. Matos, Mendes, Silva, and 
Sousa (2018) indicated that physical activity speeds up nerve conduction in the lower limb. 
Physical activity induces skin sensitivity and intraepidermal nerve fiber density that delays skin 
damage, neuropathy, and ulceration (Mendes et al., 2018). Crews, Schneider, Yalla, Reeves, and 
Vileikyte (2016) found that lower physical activities increase the risks of ulceration in diabetic 
patients. Physical activity is found to reduce skin stress that contributes to neuropathy. Although 
diabetic patients often have stress and depression that inhibits effective engagement in physical 
activities, regular engagement in exercises such as aerobics and frequent offloading is effective 
in improving patients’ quality of life (Crews et al., 2016). 
Liao et al. (2019) found that aerobic exercises such as walking and running are effective 
in reducing ankle-brachial index that is responsible for the reduction in atherosclerosis in lower 
limbs and peripheral arterial disease. Additionally, physical activities comprising aerobic 
exercises reduce hemoglobin levels (HbA1c) that are responsible for controlling muscular 
inflammation. Sheahan et al. (2017) observed that diabetic patients with lower records of daily 
activities are likely to develop foot ulcers and neuropathy. Significantly, moderate exercise 
encompassing daily activities is effective in reducing the severity of diabetic peripheral 
neuropathy and diabetic foot ulcers. 
Sajid, Miyan, Zaidi, Jaffri, and AbdeAli (2018) indicated that diet plays a significant role 
in the control of diabetes since hyperglycemia is the leading cause of non-healing wounds, 
ulcers, and inflammation. Dietary protein is essential for the wound healing process and recovery 
process from amputation for patients with diabetic foot ulcers. Dietary protein is essential for 
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wound healing and amputation recovery for people with malnutrition (Sajid et al., 2018). Collins 
(2019) revealed that the number one goal in diabetes management is keeping blood glucose 
levels at the desired ranges. High blood glucose levels affect the wound healing process and 
result in defective white blood cells, making a diabetic foot ulcer susceptible to infection.  High 
intake of carbohydrates affects blood sugar levels and insulin that significantly affects and 
optimizes glycemic control (Collins, 2019). 
Dietary intake comprised of whole grains and cereals, low fat and white proteins, non-
starchy vegetables, and low-fat dairy products is recommended for the management of diabetic 
foot ulcers. Significant intake of vitamins is recommended, particularly vitamin A, vitamin C, 
magnesium, copper, and zinc, for the wound healing process (Collins, 2019). Building new tissue 
requires calories, protein, and many vitamin and mineral cofactors, promoting the wound healing 
process. Corcoran and Moore (2014) indicated that nutritional status is an important predictor for 
the wound healing process.  Food in high proteins, minerals, fiber, and vitamins are essential in 
the wound healing process. Diabetic patients should aim to dwell on the diet that regulates BMI 
that is important in foot ulcer healing (Corcoran & Moore, 2014). 
Challenges in Diabetic Foot Ulcer Management 
Abbas and Archibald (2008) observed that the challenges of managing diabetic foot 
ulcers depend on the geographical locality of the documented pandemic. In developed nations 
such as in North America, there are significant high costs of healthcare and insurance premiums 
that often affect the provision of optimal foot care. In less-developed nations such as those in 
Africa, there are limited resources, and in general, there is little or no incentive for nurses and 
physicians to commit to training to provide services for treating diabetic foot ulcers (Abbas & 
Archibald, 2008). Besides, lack of resources affecting the process of treating and managing 
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diabetic foot ulcers, Kasiya et al. (2017) indicated the challenges linked to the poor outcomes 
and foot complications in less developed countries are lack of awareness of foot care practices 
among patients and healthcare providers, long-distance of patients to travel to hospitals, 
inadequate training among healthcare providers, delays in the timely provision of Medicare 
services, and inadequate resources. 
Jeffcoate et al. (2018) indicated that geographical differences in clinical outcomes are a 
significant challenge towards managing diabetic foot diseases. Notably, lack of emphasis on 
diabetic foot ulcer basic training and continuing education of nurses and doctors is a significant 
challenge towards management of diabetic foot ulcers. Physicians and patients also encounter 
diabetic foot ulcers that fail to heal promptly as well as recurrent ulcers prompting a challenge to 
manage them (Jeffcoate et al., 2018). The complexity of some foot ulcers and pathogenesis, as 
well as traditionally neglecting foot ulcers, has been a significant challenge towards its 
management. Yazdanpanah, Nasiri, and Adarvishi (2015) indicated that the majority of patients 
are in denial of their disease and fail to take ownership of their illnesses, leading to 
complications associated with the management of foot ulcers. The high prevalence of diabetes 
among the population, where the majority of the cases remain undiagnosed, poses a challenge 
towards the management of foot ulcers (Soewondo, Ferrario & Tahapary, 2013). In addition, 
there are high costs linked to the management of diabetes and foot ulcers generally, 
complications of diabetes such as neuropathy, and increased costs of managing complications 
(Soewondo, Ferrario & Tahapary, 2013). 
Intervention Programs in Diabetic Foot Ulcer Management 
Literature supports the importance of patient education in improving diabetic foot care 
knowledge, practices, and behaviors. Researchers such as Ahmad Sharoni et al. (2016) have 
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focused on educational content that is tailored to the individual needs of patients, while 
Schechter et al. (2020) focused on foot care education at a different level provided among safety-
level objectives proposed by a multidisciplinary healthcare professional group. Other studies by 
Yazdanpanah, Nasiri, and Adarvishi (2015) and Van Netten et al. (2020) concentrated on areas 
such as self-management, and patients received variable educational sessions. 
Studies by Kaya and Karaca (2018) adopted an educational concept tailored to meet the 
needs of the patient, but they directed their educational intervention only to foot care 
improvement, and they were not intensive as compared to these other studies. Findings from this 
study showed that 66% of the nurses did not receive training in diabetic foot care, and 80.9% did 
not educate patients with diabetic foot problems. In the study by Chuter West, Hawke, and Searle 
(2019), a comparison was made between a single educational session between 10 and 20 minutes 
combined with written instructions and when there is no intervention. The findings from this 
study showed that there is no stand-alone health-related foot-care intervention program for the 
prevention of diabetes-related foot complications.  Similarly, in Van Netten et al. (2020), a 
comparison was made between an educational session of 15 minutes after foot ulceration risk 
management and risk assessment without an intervention. In the study was done by Kim and Han 
(2020) and the study by Green-Morris (2019), the education program on intensive foot care was 
compared with a considerably less proactive intervention; this does not imply that these studies 
were subjected to similar interventions. However, Kim and Han (2020) found that there was a 
one-hour patient education intervention with hand-out reinforcement. It was compared with 
patient education and instructions alone in the studies by the American Diabetes Association 
(2018). These findings reveal that the implementation of a comprehensive foot care education 
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program in an outpatient clinic improves diabetic foot care knowledge and reduces diabetic care 
complications. 
Adib-Hajbaghery and Alinaqipoor (2012) conducted a matched control trial to determine 
the effectiveness of two teaching methods on the healing of diabetic foot ulcers among a sample 
of 45 diabetic patients with foot ulcers. In a period of 3 months, the study found that a significant 
mean decrease in foot ulcer’s surface area (p < .001) by conducting an analysis of variance. 
Teaching methods were effective in managing diabetic foot ulcers (Adib-Hajbaghery & 
Alinaqipoor, 2012). Rahaman, Jyotsna, Sreenivas, Krishnan, and Tandon (2018) conducted a 
randomized control trial among 127 patients with diabetes mellitus, randomized into invention (n 
= 63) and control (n = 64). The findings revealed that that the education intervention was 
significant in improving the knowledge of foot care practices after three months of interventions. 
The education intervention consisted of glycemic control, dietary advice, exercise, medications, 
and foot care, as well as the audiovisual display, which was effective in improving patients’ 
knowledge of foot care (Rahaman et al., 2018). 
Monami et al. (2015) conducted a randomized control trial among 121 types 2 diabetic 
patients to examine the effectiveness of a short education program for the prevention of foot 
ulcers. The study patients were randomized in a 1:1 ratio of intervention to the control group, 
where the patients were followed in a period of 6 months. The education intervention comprising 
of face-to-face lessons on risk factors for foot ulcers and interactive sessions with practical 
exercises on behaviors for reducing risk demonstrated significant effectiveness in preventing 
diabetic foot ulcers in high-risk patients and improving knowledge of foot care practices (p < 
.001). A randomized control trial conducted by Lincold, Radford, Game, and Jeffcoate (2008) 
examined the impact of education on secondary prevention of foot ulcers among 172 patients 
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with diabetes, treatment (n = 87), and control (n = 85). The education intervention demonstrated 
hygienically taking care of one’s foot, which was also implanted at time intervals of 6 and 12 
months. The education intervention was linked to improved foot care behaviors, and there were 
no new incidences of ulceration after the 6 or 12 month-intervention (Lincold et al., 2008). 
To determine the efficacy of therapy intervention on diabetic foot ulcers, Huang et al. 
(2020) conducted a meta-analysis of nine randomized control trials involving 897 diabetic 
patients. The study examined the efficacy and safety of a cellular matrix therapy compared to 
standard therapy in a period of 16 weeks. Findings revealed that the intervention program was 
effective in facilitating a higher complete healing rate both at 12 weeks (Risk Ratio: R.R. = 1.73, 
(CI: 1.31 to 2.30) and 16 weeks (R.R. = 1.56, CI: 1.28 to 1.91). The intervention program was 
also effective in shortening the complete healing time of foot ulcers compared to standard 
therapy (MD = -2.41, p < .0001). Crawford et al. (2020) conducted a systematic review and a 
meta-analytic review of 22 randomized control trials to determine the preventative interventions 
of foot ulceration among diabetic patients. The education intervention comprising of safely 
administering foot care practices was effective in reducing the number of foot ulcers in people 
with a history of foot ulceration as well as adherence to therapy and time to ulceration in a period 
of 6 and 15 months. 
A systematic review conducted by van Netten et al. (2015) examined the effectiveness of 
pharmacology approaches, therapeutic footwear as well as patient education in reducing the 
number of recurrence foot ulcers. The study included 30 controlled studies (19 randomized 
control trials) and 44 non-controlled trials. The findings from this systematic review revealed 
that surgical interventions, integrated/therapeutic foot care, self-management, and patient 
education of risk factors for foot ulcers were effective in reducing the number of recurrent ulcers 
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(van Netten et al., 2015). Lazo-Porras et al. (2016) conducted a randomized control trial to 
determine the effectiveness of educational intervention about foot care and foot thermometry 
plus mHealth to prevent diabetic foot ulcers. The project implemented over a 1-year intervention 
period demonstrated the importance of self-management practices to eliminate foot ulcers. A 
randomized control trial conducted by Gude, Hagan, Abood, and Clausen (2019) examined the 
efficacy of Aurix Gel intervention to prevent foot ulcers. The RCT was implemented among 129 
patients over a period of 12 weeks. Results demonstrated that the time to heal under Aurix Gel 
was minimal, and a higher healing rate of wounds with Aurix Gel (48.5%) compared to usual 
and customary care (30.2%). 
Oni (2019) conducted a systematic review including nine systematic reviews and four 
RCTs to examine the effect of foot-care interventions in preventing ulceration. Foot care 
education interventions, including self-management foot care practices, written or verbal 
instructions, and therapeutic footwear, improved patients' self-foot care knowledge, practices, 
and behaviors in the short-term only but not sustained in the long term. The education 
interventions increased knowledge related to foot care practices and reduce ulceration and re-
current ulcerations (Oni, 2019). A randomized control trial conducted by Sekhar, Unnikrishnana, 
Vijayanarayana, and Rodrigues (2019) evaluated the impact of patient education on the quality 
of life of patients with foot ulcers. The RCT study was conducted among 135 patients with foot 
ulcers, with 70 patients being in intervention and 65 patients in the control group. Results from 
this study revealed that there was a significant improvement in quality of life, physical 
component, and mental component scale following the implementation of educational 





The project was being guided by Lewin’s 3-step change theory. The theory comprises 
three phases: unfreezing, change, and refreezing. The theory is founded on the premise that 
change initiatives are influenced by driving and opposing forces. Unfreezing involves undoing 
the status quo and preparing the organization for the anticipated change. Unfreezing is attained 
through several approaches, including enhancing the powers driving change as a means of 
changing behaviors, reducing the restraining powers that could hinder change, and amalgamating 
the two approaches (Cummings, Bridgman, & Brown, 2016). For instance, the change proponent 
could challenge the values, beliefs, conduct, and attitudes prevalent in the organization. The 
proponent could also emphasize the need for change by identifying the problems afflicting the 
organization and outlining how the anticipated changes would solve the problems. 
The second step involves moving the organization from the old status to the new one. The 
phase is achieved through collaboration with all stakeholders. Under this phase, the organization 
adopts new organizational systems, strategies, processes, and behaviors. Training should also be 
adopted under the phase to provide stakeholders with relevant competencies, knowledge, as well 
as competencies. Time and communication also play an important role during the phase. 
Stakeholders should be given time to comprehend the changes while communication is used to 
ensure they are involved throughout the changeover period (Deborah, 2018). 
The last phase involves re-freezing the changes as a means of cementing them into the 
organizational fabric. Refreezing seeks to stabilize the organization within the new equilibrium; 
thereby, preventing it from reverting to the old norm. The phase is achieved through the adoption 
of new organizational practices, norms, values, and culture. It can also be attained by developing 
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new policies, processes, formal structures, systems to ensure that the adopted changes become 
common practice (Deborah, 2018). 
Application in the Project 
In the project, unfreezing was attained by outlining the cases of diabetic foot 
complications in the clinic and the need to adopt measures to reduce such occurrences. 
Additionally, the DNP scholar highlighted the importance of diabetic foot care education. To this 
end, the scholar used evidence from scholarly sources. These measures reduced resistance to 
change among the practitioners. The change or transition phase involved the development of a 
diabetic foot care program where the practitioners were taught about proper diabetic foot care 
practices. They then implemented the program among the patients who visit the clinic. The 
refreezing phase was attained through evaluation and monitoring whether the nurses 
implemented the program. A policy was also developed requiring the nurses to educate diabetic 
patients on appropriate foot care practices. Patient files were screened regularly to determine the 
number of patients who receive the education. 
Driving forces. The key driving forces in the clinic were the need to improve the health 
outcomes for diabetic patients by reducing the incidences of diabetic foot complications. 
Management support also served as a driving force by encouraging the practitioners in the clinic 
to educate diabetic patients on proper foot care practices. The management further availed the 
requisite resources for project implementation. 
Restraining forces. The major barrier may be resistance to change among the 
practitioners in the clinic, which was overcome by emphasizing the need to address diabetic foot 
complications. The managers also served as change champions, thereby creating buy-in into the 
project. Time constraints also limited the project due to the busy nature of the clinical 
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environment. The project schedule was developed with the time constraints in mind to ensure it 
is flexible enough. Low patient education levels or health illiteracy presented challenges. 
However, this barrier was overcome through the use of simple, written, or oral communication to 
connect with the patients. 
Evidence-Based Practice Translation Model 
The project on diabetes foot care education was guided by John Hopkins Nursing Evidence-
based Practice Model and Guidelines. The model was developed through collaborative efforts 
between nursing leaders at John Hopkins Hospital and faculty members of Johns Hopkins 
University School of Nursing. The model is founded on the presumption that evidence 
translation efforts should consider the best available scientific evidence, internal and external 
factors that influence practice, and application of critical thinking to ensure judicious application 
of the evidence (White & Dedley-Brown, 2012). 
The John Hopkins model has three key phases: practice question, evidence, and translation. The 
first phase involves identifying the practice question through the PICO format—the question aids 
in search of evidence on the practice problem. An inter-professional team is hired under this 
phase, followed by the definition of the scope of the problem, selecting a team leader, and 
scheduling team meetings. The evidence phase involves searching for scientific evidence on the 
problem, critiquing it, and determining its strength. The translation phase involves determining 
the suitability and feasibility of translating the recommendations, creating an action plan, 
implementing the changes, evaluating the outcomes, reporting the preliminary results, 
identifying the next steps, and communicating the findings (White & Dedley-Brown, 2012). 
In the project, the DNP scholar has already developed the PICOT question that guided the search 
for evidence. Additionally, the student has searched for and synthesized the available evidence 
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on diabetes foot care practices and education. The evidence was implemented in the outpatient 
clinic through the involvement of the stakeholders to evaluate the feasibility of the project. This 
was followed by the development of an action plan to guide the project implementation followed 
by its execution. The next step involved an evaluation of the impact of the project on the diabetic 
patients’ knowledge of foot care practices and the rate of diabetes foot complications in the 




The purpose of the project is to implement diabetic foot care education among diabetic 
patients at an outpatient clinic with the aim of improving their foot care knowledge and skills. 
The project is expected to improve diabetic foot care practices in the clinic and reduce the 
number of patients with diabetic foot complications. This section outlines the procedures that 
were adopted during the project implementation. 
Project Design 
The quality improvement project adopted a quantitative methodology and a quasi-
experimental, pre-test, and post-test design. The quantitative methodology involves the use of 
statistical approaches to evaluate differences in outcomes at a specific level of significance. A 
quantitative methodology enables the investigator to determine the relationship between 
variables (Almaki, 2016). As such, the methodology was suitable for the project as it facilitated 
the investigation of the relationship or impact of diabetic foot care education on patients’ foot 
care knowledge and skills and diabetes foot complications in the outpatient clinic. 
The project adopted a pre-test and post-test, same subject design. Data on diabetic foot 
care knowledge and skills and the number of diabetic foot complications were evaluated before 
and after the implementation of the educational intervention. The pre-test data provided a 
baseline against which the effectiveness of the intervention was evaluated. The pre-test and post-
test designs were appropriate for evaluating the effectiveness of the intervention. 
Setting 
The project was implemented at an outpatient clinic located in Coos Bay, Oregon. The 
clinic is a multi-specialty clinic located in southern Oregon, and it serves more than 60,000 
patients residing in Coos, Curry, and Douglas counties. The clinic employs over 400 employees 
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and 70 healthcare providers. It has an estimated 20 specialties, including family medicine, 
general surgery, internal medicine, hematology/oncology, and women’s health, among others. 
The clinic receives approximately 2-3 diabetic patients on a daily basis. Among this 
number, 2-3 patients have diabetes mellitus related neuropathy. In 2019, the outpatient clinic 
treated approximately 288 patients due to diabetes-related complications such as DFUs. The 
prevalence of diabetes-related foot complications in the clinic’s diabetes patient population 
makes it a suitable setting for the project as the patients could benefit from diabetes foot care 
education. At the time of the project, patients were not routinely advised on foot care to create a 
practice gap, which limits self-management among them. 
Project Participants 
The project population was diabetic patients treated in the outpatient clinic. A convenient 
sample was selected from the patient population. The outpatient clinic treats an estimated 3-4 
diabetic patients daily, which gave us a pool of 15-20 patients per week. The inclusion criteria  
1) patients diagnosed with diabetes type-2 2) aged 65 years and older, and 3) be able to 
understand English. Patients were excluded if they have cognitive malfunctions preventing them 
from learning and if they have a physical disability that makes them incapable of performing 
self-care. 
Sample size. The project used a sample of 31 diabetic patients. The sample size was 
calculated using G*Power analysis, whereby the sample size is a function of power level, effect 
size, and the level of significance. According to Vasishth et al. (2018), the power level is defined 
as the probability of rejecting the null hypothesis, where the alternative hypotheses are true. A 
high power level elevates the probability of making the correct decision. A power analysis 
conducted for a paired t-test with the power of 0.8 and effect size of 0.5, and a significance level 
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of 0.05 indicates that a sample of 31 participants would be adequate for the project (Heinrich 
Heine University Düsseldorf, 2020). Given an estimation of 15 patients per week, if 10 met the 
inclusion and exclusion criteria, we needed three weeks to recruit the participants. 
Recruitment 
The participants were recruited through the use of flyers, which were posted on the news 
boards across the clinic. The flyers outlined the purpose of the project and the role of potential 
participants. It was also indicated the measures that were adopted to protect the participants’ 
privacy and confidentiality. The flyer captured the DNP student’s contact details, such as 
telephone numbers to be used by those who registered interest in the project. 
Consent Procedure 
Research ethics were observed during the project implementation. First, the DNP scholar 
sought approval from the university’s IRB and the clinic’s management before implementing the 
project. Due to the quality improvement nature of the project, the participants were not required 
to sign an informed consent form before participating in the project. However, they were briefed 
on the purpose of the project and informed that participation was on a voluntary basis. 
Risk and Harms 
Identifier data such as patient names and numbers were not collected to protect the 
patients’ privacy and confidentiality. The project did not expose the patients to emotional, 
physical, or financial risks. 
Costs and Compensation 
Participants were not compensated momentarily for participating in the project; however, 
they benefited from improved foot care knowledge and skills. The clinic’s healthcare providers 




The project intervention involved the implementation of diabetic foot care education 
sessions among diabetic patients in the clinic. The intervention was founded on research 
evidence indicating that foot care education can be used to improve foot care behaviors among 
diabetic patients, thereby preventing diabetic foot complications (Sulistyo, Sia, & Maneewat, 
2018). Research further shows that patients’ self-management knowledge is influenced by 
factors such as education and support by caregivers (Kim & Han, 2020). Additionally, education 
interventions significantly improve foot care knowledge, making them suitable for at-risk 
patients (Singh et al., 2020). The intervention has also been established to reduce the occurrence 
of diabetic foot complications such as ulcers and amputations. 
The foot care education sessions were implemented over a three-week period. A group 
approach was applied whereby the patients were grouped into three groups of 10, 10, and 11 
members. There were six one-hour sessions per week, which were held in the clinic’s 
boardroom. Dividing into small groups made it easier to deliver the education sessions. The DNP 
student delivered the education sessions with the help of the nurses working in the clinic. Foot 
care education was delivered through handouts and a PowerPoint presentation. Peer-reviewed 
journal articles and resource materials from selected health organizations such as the American 
Diabetes Association (ADA) were used to develop the content for the education sessions. Take 
Care of Your Feet for a Lifetime booklet by the National Diabetes Education Program (NDEP) 
outlines the measures that diabetic patients should adopt to reduce the possibility of developing 
foot complications that will be used in the project (NDEP, 2014). The sessions covered a number 
of topics, including types of diabetic foot complications, causes, and strategies for preventing the 
complications, along with other self-management strategies. 
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Outcomes to be Measured 
The key project variables included patient demographics such as age, gender, and racial 
background. A demographics survey (Appendix C) was used to collect the data. The outcome 
variables included diabetic foot care knowledge, diabetic foot care practices, and diabetic foot 
care complications in the pre-intervention and post-intervention period. It is anticipated that the 
diabetes foot care education intervention would have an impact on the two outcome variables. 
Appendix D outlines the project variables. 
Project Timeline 
The project was implemented over a 12-week period. The first two weeks involved 
preparation of the proposal, while the third week was dedicated to seeking approval from the 
University’s institutional review board. The fourth week involved selling the project to the 
clinic's management, recruiting participants, organizing the resources necessary for the project 
implementation, and collecting the pre-test data. The fifth and the sixth week involved the 
implementation of the foot care education sessions among the project sample. Post-test data on 
foot care knowledge were collected in the seventh week. Additionally, data on diabetic foot 
complications were collected from the seventh week up to the eleventh week. In week 12, pre-
test and post-test data were analyzed, and the project report was written and edited. Appendix E 
indicates the project timeline and activities. 
Resources Needed 
The project implementation necessitated several resources, including writing materials, 
snacks, printing papers, a projector, a laptop, and a whiteboard. Some of these resources, such as 
the projector and whiteboard, were provided by the clinic management. The DNP scholar used a 
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personal laptop. However, other resources were procured. The project budget amounted to 
approximately $1400. Appendix F indicates the itemized breakdown of the project budget. 
Evaluation Plan 
Three instruments were used for data collection purposes in the project. The Knowledge 
of Foot Care Questionnaire (Appendix G) was used to collect data on the patients’ foot care 
knowledge. The tool was developed by Hasnain and Sheikh in 2009, and it contains 15 questions 
related to diabetic foot care. The questions cover a range of topics, including washing feet, 
drying them, moisturizing them, and trimming toenails, among others (Hasnain & Sheikh, 2009). 
Diabetic foot care practices were evaluated using the Nottingham Assessment of Functional Foot 
Care (NAFF) (Appendix H). The tool has a good test and re-tests reliability, as indicated by a 
correlation coefficient of 0.83 (p < 0.001). NAFF has an acceptable internal consistency, as 
indicated by a Cronbach alpha score of 0.53 (Lincoln, Jeffcoate, Ince, Smith, & Radford, 2007). 
The questionnaire focuses on aspects such as foot examination, washing feet, and moisturizing 
feet, and walking barefooted, among other practices. 
Data collection. The DNP student sought approval from the university’s Institutional 
Review Board (IRB) before commencing the data collection process. This was followed by a 
collection of pre-test data whereby the patients completed the Knowledge of Foot Care 
Questionnaire and NAFF before participating in the education sessions. The data were recorded 
in Ms. Excel worksheet. The education sessions were then implemented, after which post-test 
data were collected during the final session for each group and recorded in the Excel file. 
Data Analysis, Maintenance, & Security 
The collected data were reviewed, and any errors, inconsistencies, and outliers were 
removed. Data were also checked to ensure completeness by correcting any inaccuracies and 
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missing values. The data were then be exported to Statistical Package for Social Services (SPSS) 
software, where they were analyzed using both descriptive and inferential statistics. Descriptive 
analysis was used to capture the participants’ demographics, such as gender, education level, and 
marital status. Inferential statistics were used to determine the impact of the foot care education 
intervention on diabetic foot care knowledge and skills, diabetic foot care practices, and the 
number of diabetic foot complications. Particularly, a paired t-test was used to analyze the data 
and compare the post-test results with the pre-test. The paired t-test was suitable for the project 
as it is used to compare the means of two co-dependent groups (Gerald, 2018). The test aided in 
determining if there were statistically significant differences in the dependent variables before 
and after the implementation of diabetic foot care education. 
Anticipated Findings 
The anticipated findings included the participants’ demographics, such as gender, education 
level, and marital status. The project was also expected to lead to an improvement in the 
participants’ foot care knowledge. It is also anticipated that it would lead to a decrease in the 
number of diabetes foot complications reported in the post-implementation period. 
Dissemination of the Project Results 
The project findings were shared with the management and the healthcare providers in 
the outpatient clinic through the use of an executive summary and posters. The findings were 
also published in a relevant nursing journal where they can be accessed by other nursing scholars 





Diabetic foot ulcer and infections is an under-researched area that often contributes to 
morbidity, mortality, and low quality of life among diabetic patients. Diabetic foot ulcers are 
prevalent globally and in the United States that have adversely impacted the economic outcomes 
of most countries. Diabetic foot ulcers are influenced by risk factors such as age, gender, BMI, 
foot self-care practices, neuropathy, sedentary lifestyle, foot deformity, and duration of diabetes 
condition. Managing diabetic foot ulcers is significantly conducted via pharmacological and non-
pharmacological approaches.  Pharmacological and non-pharmacological approaches can be used 
interchangeably to manage diabetic foot ulcers. Besides, diabetic patients that regularly engage 
in individualized patient education, improved diabetes knowledge, and self-management 
practices have contributed to the adherence to oral diabetes medications (Lim et al., 2017). 
Managing of diabetic foot ulcers is hindered by various barriers linked to the poor 
outcomes and foot complications in less developed countries are lack of awareness of foot care 
practices among patients and healthcare providers, long-distance of patients to travel to hospitals, 
inadequate training among healthcare providers, delays in the timely provision of Medicare 
services, and inadequate resources (Abbas & Archibald, 2008; Kasiya et al., 2017; Jeffcoate et 
al., 2018). Nonetheless, a review of the literature demonstrated that various education 
interventions and pharmacological interventions are effective in preventing and managing foot 
ulcers (Adib-Hajbaghery & Alinaqipoor, 2012; Rahaman et al., 2018; Oni, 2019; Sekhar et al., 
2019). Early diagnosis and examination of diabetic foot ulcers increase the likelihood of 





This report includes a description of the data analysis methods and presents the results of 
the project. The report includes a description of project aims and goals and intervention. The 
report aims to describe the general demographics or characteristics of the project participants as 
the general trends in the data. The report also describes how the project objectives/ aims and 
specified the analytical tests used to answer the objectives. The project also provided a 
description of the instrument/tool used to collect data and the reliability and validity of the 
instrument. Lastly, the report includes a description of the software used to store and analyze 
data. 
Purpose 
The purpose of this project was to implement diabetic foot care education among diabetes 
patients in the clinic as a means of providing them with diabetic foot care knowledge and skills 
and reduce the incidences of diabetic foot complications. The aims of the project were: 1). 
Improve diabetic patient’s knowledge of foot care by 10% as measured by the Knowledge of 
Foot Care Questionnaire by the end of the project implementation. 2). Improve the foot care 
practices/skills among diabetic patients by 5% by the end of 2020. 3). Reduce the number of 
diabetic foot complications among the patients by 5% by the end of 2020. Objective one was 
analyzed using the paired t-test because the objective was developed based on pretest and 
posttest. Statistical Package for Social Sciences (SPSS) was used to conduct the analysis. The 
independent variable was diabetic foot care education, whereas the dependent variable was the 
diabetic patient foot care knowledge. Objective two was also analyzed using the paired t-test and 
SPSS. The dependent variable was the diabetic patient foot care skills/practices, while the 
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independent variable remained constant (diabetic foot care education). Besides, objective three 
was analyzed through paired t-test, where the dependent variable was the number of diabetic foot 
complications. 
Description of Project Methods 
The project was guided by a quantitative quasi-experimental pre-test and post-test design. 
The pretest and posttest design was selected because it allows examining differences in project 
outcomes before and after implementation of an intervention. The outcomes of the project were 
to improve the knowledge and skills of diabetic foot patients and reduce the number of foot 
complications. The primary investigator used the Knowledge of Foot Care questionnaire and the 
Nottingham Assessment of Functional Foot Care (NAFF) as project instruments to collect data. 
The Knowledge of Foot Care Questionnaire was used to collect data on the patients’ foot care 
knowledge. The NAFF was used to collect data related to diabetic foot care practices and skills 
with an inter-rater value of 0.83 (p < 0.001) and Cronbach Alpha value of 0.53. The project 
instruments were reliable and consistent. Data were analyzed using Excel and SPSS version 24. 
Excel was used for data cleaning and scrutiny for data completeness, errors, and inconsistencies. 
Cleaned data were transferred to SPSS, where the computation of key variables and analysis 
project aims were conducted. The data entry was conducted by the primary investigator, who 
ensured accuracy in data entry. In addition, data entry accuracy was double-checked by experts 
selected within the institution. Missing data and outliers were handled automatically by the SPSS 
through computer-aided commands implemented by the primary investigator. 
Demographics 
The demographic characteristics of the project were based on a sample of 31 patients. 
The pretest sample included 31 patients (n = 31) and posttest sample (n = 31). The sample 
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revealed that 54.8% females and 45.2% males were recruited in the project. The mean age of the 
sample was 61.81 (SD = 14.167). Most of the sample participants (58.1%) had diploma 
education, more than half (61.3%) were married, and the majority (60%) were diagnosed with 
diabetes between 1 to 5 years. Most patients (36.7%) revealed that their diabetes is controlled 
through oral medication, Table 1. 
Table 1. 
Sample demographic characteristics 
_ Category N % 
Gender Female 17 54.8 
 Male 14 45.2 
Education Secondary 5 16.1 
 Diploma 18 58.1 
 Undergraduate 8 25.8 
Marital Status Single 3 9.7 
 Married 19 61.3 
 Separated 1 3.2 
 Divorced 3 9.7 
 Widowed 5 16.1 




Less than a year 2 6.7 
1-5 years 12 40.0 
6-10 years 10 33.3 
more than ten 
years 
6 20.0 
How is your 
Diabetes 
controlled 
Insulin and oral 
medication 
4 13.3 
Diet control 4 13.3 
Diet control and 
exercises 
7 23.3 
Insulin 1 3.3 
Insulin and oral 
medication 
1 3.3 
Oral, diet, and 
exercise 
1 3.3 
Oral medication 11 36.7 
Oral medication 





Objective one was analyzed using the paired t-test and SPSS. The independent variable 
was diabetic foot care education, whereas the dependent variable was the diabetic patient foot 
care knowledge. The sample size in this objective was 29 because one patient failed to complete 
the pre-intervention, while another failed to complete the post-intervention. The results from the 
paired t-test revealed that there was a significant difference in pretest and posttest (t(28) = -
2.987, p = 0.006). Results showed that diabetic patient foot care knowledge improved from pre-
intervention (M = 12.69, SD = 3.118) to post-intervention (M = 14.69, SD = 1.365), Table 2. The 
diabetic foot care education was an effective intervention of increasing foot care knowledge 
among diabetic patients. 
Table 2. 
Group statistics and paired t-test for patient's foot care knowledge 
Group N M SD t df p-value 
Pre-Intervention 29 12.69 3.118 
-2.987 28 0.006 
Post-Intervention 29 14.69 1.365 
 
Objective two was also analyzed using the paired t-test and SPSS. The dependent 
variable was the diabetic patient foot care skills/practices, while the independent variable 
remained constant (diabetic foot care education). The paired t-test’s results illustrated a 
significant mean difference in pretest and posttest foot care skills (t (30) = -8.506, p = .000). 
There was a significant improvement of diabetic patient foot care skills from pre-intervention (M 
= 52.13, SD = 9.142) to post-intervention (M = 64.35, SD = 6.290), Table 3. The results 
evidently revealed that diabetic foot care education was an effective intervention of increasing 




Group statistics and paired t-test for patient's foot care skills 
Group N M SD t df p-value 
Pre-Intervention 31 52.13 9.142 
-8.506 30 0.000 
Post-Intervention 31 64.35 6.290 
 
The paired t-test and SPSS evaluated objective three. The dependent variable was the 
number of diabetic foot complications, while the independent variable was diabetic foot care 
education. The paired t-test’s results demonstrated a significant mean difference in pretest and 
posttest diabetic foot complications (t(30) = 6.053, p = .000). There was a significant decrease of 
diabetic foot complications from pre-intervention (M = 1.97, SD = 1.048) to post-intervention (M 
= 1.06, SD = 1.063), Table 4. The results evidently revealed that diabetic foot care education was 
an effective intervention in decreasing foot complications among diabetic patients. 
Table 4. 
Group statistics and paired t-test for patient's foot complications 
Group N M SD t df p-value 
Pre-Intervention 31 1.97 1.048 
6.053 30 0.000 
Post-Intervention 31 1.06 1.063 
 
Summary 
The purpose of this project was to implement diabetic foot care education among diabetes 
patients in the clinic as a means of providing them with diabetic foot care knowledge and skills 
and reduce the incidences of diabetic foot complications. The outcomes of this project aligned 
significantly with the project aims/objective. The results and outcomes of the project achieved 
the project aims: Improving patient’s knowledge of foot care, providing the best foot care 
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education, increase the rate of documentation of diabetic foot care education in Electronic Health 
Records, improve foot care skills and practices, and reduce the number of foot care 
complications among diabetic patients. Results documented an improvement in foot care 
knowledge and foot care skills and practices and reduced the number of diabetic foot 
complications among diabetic patients. In conclusion, diabetic foot care education is an effective 






This DNP project's focus was to implement diabetic foot care education among diabetes 
patients in the clinic as a means of providing them with diabetic foot care knowledge and skills. 
This project's outcomes were based on the implementation of diabetic foot care education in a 
primary care setting targeting adults aged 65 years and above. Various objectives were analyzed 
utilizing the paired t-test and SPSS. The results revealed that patient education was useful for 
diabetic patient foot care. 
The study's findings revealed that significant improvement of diabetic patient care 
knowledge in post-intervention compared to pre-intervention. The results demonstrated that 
diabetic foot care education successfully increased foot care knowledge among patients with 
diabetes. Existing literature supports the effectiveness of patient education in enhancing diabetic 
foot care knowledge. For instance, a randomized control trial by Rahaman et al. (2018) revealed 
that patient education intervention resulted in significant improvement in knowledge of foot care 
practices. Similarly, the findings of a study by Monami et al. (2015) aligned with this DNP 
project results. The authors established that education intervention comprising face-to-face 
lessons concerning risk factors associated with foot ulcers effectively reduces diabetic foot ulcers 
among high-risk patients. This affirmed patient education's efficacy in preventing diabetic foot 
ulcers in high-risk patients through enhanced knowledge of foot care practices. 
The DNP project results revealed that diabetic foot care education resulted in enhanced 
foot care skills among diabetic patients. The findings showed a statistically significant difference 
between pretest and posttest foot care skills in diabetic patients. The presented evidence based on 
the analyzed data demonstrated the efficacy of diabetic foot care education in increasing foot 
care skills. Other researchers have also shown that diabetic education programs help improve 
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patients' foot care intervention. For instance, the results of a study by Kaya and Karaca (2018) 
indicated that education program involving diabetic patients was effective in preventing the foot-
related problem and significantly enhanced their diabetic foot care skills. This demonstrates that 
foot care education intervention on diabetic foot care positively influences diabetic foot ulcer 
self-management. 
This DNP project's results further revealed that the implementation of foot care education 
led to a significant decrease in diabetic foot-related complications. Diabetic foot complications 
were shown to decrease pre-intervention compared to post-interventions. The project evidently 
indicated that diabetic foot care education successfully reduced foot complications among high-
risk diabetic patients. Extant literature has also broadly shown that patient education is effective 
in decreasing diabetic foot complications. The findings of a study by the American Diabetes 
Association (2018) aligned with this DNP project's outcomes. The study revealed that 
implementing a comprehensive foot care education intervention in outpatient clinic settings 
helped improve foot care in significantly reducing diabetic care complications. This finding 
suggests that patient educational intervention not only results in foot care knowledge but also 
reduced diabetic-related complications among most high-risk patients. 
Impact and Implications 
The current DNP project implies that the patient education intervention effectively 
improved knowledge and skills appropriate for diabetic foot care management. The project has 
various practice, policy, and quality and safety implications. This DNP project might also have 






Implementing diabetic foot care education targeting adult patients might help nursing 
professionals and other healthcare providers work towards enhancing knowledge and self-
management skills. This may as well encourage them to work collaboratively in offering suitable 
clinical practices for diabetic patients. The implementation of this DNP project would likely 
become a resource for nursing professionals to help educate diabetic patients, which can increase 
their foot care self-management knowledge and skills. With education being one of the most 
critical roles of a nurse, it is, therefore, the nurse's responsibility to make sure that diabetic 
patients have the knowledge and skills necessary to manage foot care. This project's evidence is 
likely to encourage nurses to frequently offer diabetic foot care education, helping reduce 
amputations and other foot complications. This might impact nursing practice by making nurses 
more proactive in preventing and managing diabetic foot ulcers. 
Nurses serve as patients' advocates and are the link between the health providers and the patient. 
By facilitating this foot care education, the patients would become active participants in their 
healthcare, promoting the prevention of foot ulcers. Nursing professionals play a significant role 
in offering knowledge and developing patients' capability, and skills need to perform self-care 
tasks, resulting in more independent lives. Instead of waiting to treat or try to cure the patient 
after the foot ulcer has formed, nurses might educate them to care for themselves. In return, this 
would help improve nursing practice and outcomes of care without necessarily increasing 
financial strain on patients and the outpatient facility. Additionally, the findings established that 
implementing a diabetic foot care education in a primary outpatient clinic enhanced diabetic foot 
care knowledge and skills. Consequently, there is an implication that nursing professionals 
would benefit from adopting a foot care program within outpatient care clinics. Enhancing 
52 
 
current nursing practices might result in lower complication rates and minimal amputations. The 
project offers nurses a framework in the primary care setting to address foot complications and 
enhance overall patient outcomes. 
Healthcare Policy 
This DNP project's main goal was to provide diabetic patients with foot care education to 
promote their overall well-being and prevent foot complications. The project results revealed that 
diabetic foot care education improves patients' knowledge, skills and decreases foot 
complications. Thus, the results have implications for healthcare policies. The study's findings 
provide a basis for developing healthcare policies that support patient education on foot care. 
The aim would be to improve diabetic patients' knowledge of foot care practices for better health 
outcomes and quality of life. 
It might also become mandatory for primary outpatient clinics and healthcare providers to 
provide diabetic foot care education to high-risk patients during routine follow-up appointments. 
A healthcare policy might be developed and implemented requiring all nurses to educate diabetic 
patients concerning appropriate foot care practices regularly. Such policy might positively 
impact the diabetic patients' overall health care status and lower healthcare facility expenses. In 
addition, successful implementation of this project might promote the development of policy for 
diabetic foot care prevention services in primary care settings requiring nurses to be more 
proactive in managing diabetic foot ulcers. This would encourage self-management among the 
high-risk population. 
Quality and Safety 
This educational intervention played a significant role in enhancing the quality of life 
among diabetic patients. In addition, the implementation of diabetic foot care education, which 
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offers more information on self-care management, has the potential to increase safety and quality 
care. The ideal means to ensure success in managing diabetic foot ulcers is to empower the 
patients themselves. This would help them become aware of this condition and the best 
approaches to self-manage the disease, increasing safety. Through such an empowerment 
process, diabetic patients might gain more knowledge and get more involved in the management 
of diabetic foot ulcers. In return, this would considerably ease the health providers' burden, 
especially nurses, as currently, they do almost everything with less input from diabetic patients. 
This DNP project might have immense benefits to healthcare since it seeks to enhance 
safety and improve quality of care by ensuring that patients are part of the care delivery journey. 
A majority of foot ulcers and subsequent complications might be prevented by offering diabetic 
foot health education among high-risk patients. 
Executive Leadership 
The findings of this project have implications for nursing leadership. Executive nurse leaders are 
responsible for the operations of healthcare organizations. This DNP project showed that diabetic 
foot care education effectively improves patients' knowledge and skills and decreases foot 
complications. Based on the provided evidence, executive nursing leadership at the outpatient 
primary clinic might ensure effective implementation of change within the healthcare facility to 
facilitate the adoption of diabetic foot care education targeting high-risk patients. The provided 
evidence might encourage nursing leadership to ensure nurses are well-prepared by offering 
them training opportunities. This would positively impact the quality of diabetic foot care 





Others as related to the Project 
The project results would further have implications on other stakeholders within the healthcare 
system, such as clinicians and hospital management. The findings of this project have a critical 
impact on diabetic management practices. The hospital management and clinicians are likely to 
adopt practices geared to promote self-management of foot care among diabetic patients. Such 
efforts would encourage the active participation of patients in foot care management, improving 
overall health outcomes. The administration is likely to promote education intervention as a 
quality intervention approach to foot care management. Additionally, the findings would have 
implications for the community by reducing clinical dependence on diabetic foot care needs. 
Likely, the number of patients seeking diabetic foot care would significantly decline, easing the 
financial burden on society and the primary care facility. 
Dissemination Plan 
The DNP program aims to equip nurses with excellent skills to advance general nursing 
practice. A nurse has a role in adopting evidence-based practices that aim to enhance the 
management of healthcare. The current DNP project sought to implement diabetic foot care 
education among diabetes patients in the clinic to provide them with diabetic foot care 
knowledge and skills. With this intervention, it might become possible to reduce diabetic foot 
ulcers related complications. The patient education may ensure that the diabetic patients are 
adequately informed concerning how to self-manage foot care. Diabetic patients fully provided 
with the information would take care by adopting proper foot care practices and reducing 
incidences of diabetic foot complications. The DNP student will prepare a presentation of the 
project findings to share with different stakeholders. This is likely to encourage further 
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implementation of this education intervention and increase attention concerning the need to 
address diabetic foot ulcers among adult patients within outpatient settings. 
The dissemination plan aims to share project results and outcomes with the outpatient 
clinic and other relevant stakeholders. The full implementation will also cover sharing the 
project's outcome with patients and making necessary follow-ups to make sure that they fully 
understand the details. The DNP student will offer clarifications to change diabetic patients' foot 
care management. The DNP student will also verbally present this DNP project's findings to the 
administrators of the outpatient clinic located in Southern Oregon. The DNP scholar will share 
the results of this project using an executive summary and posters. Additionally, the DNP scholar 
will use staff meetings and PowerPoint presentations to disseminate the results of the current 
project. Dissemination will further include poster presentation utilizing a three-panel poster. The 
first panel will consist of a summary of the backgrounds, issues, and purpose. The second panel 
will outline the diabetic foot care education program, while panel three will contain the results 
and various implications. The findings will also be published in a relevant nursing journal where 
they can be accessed by other nursing scholars and researchers. 
The DNP scholar will communicate the capstone project results to the outpatient 
leadership with the hope of improving foot care delivery. After possible improvements of the 
education intervention as the recommendations and addressing the weakness, the DNP student 
will share the results with other nurses in Oregon via nursing workshops and seminars. 
According to Brownson et al. (2018), nursing workshops and nursing seminars are ideal avenues 
of disseminating research results. Sharing of the project findings will be beneficial to individual 
nurses and the broader nursing profession. This would help in reaching other audiences beyond 
the DNP project's facility of implementation. 
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Plans for Sustainability and Future Scholarship 
There is increased interest in bridging the gap between research and practice in the nursing 
profession. Implementation and dissemination of healthcare interventions are essential. 
Nonetheless, it might be challenging to sustain the effectiveness of intervention implemented in 
healthcare settings (Shelton, Cooper, & Stirman, 2018). It is vital to optimizing the effect of the 
intervention, necessitating investment in sustainability. Maintaining effective programs and 
practice is essential for realizing the desired health outcomes. Discontinuation or abandoning of a 
program in primary care setting might result in lower levels of stakeholders' support and trust in 
evidence (Shelton et al., 2018). Therefore, the current DNP project seeks to implement measures 
to promote diabetic foot care education sustainability. 
The DNP student will put a plan to ensure the sustainability of the implemented diabetic 
foot care education. Nurses at the clinic will be encouraged to implement this intervention 
regularly. They will also be provided with real-time support as well as feedback. The support 
will be in the form of reinforcing nurses for using the implemented intervention and offering 
feedback concerning the fidelity of implementation. In addition, nurses will be regularly invited 
for discussion concerning the components of the intervention they feel competent in and ones 
that they might be facing challenges. Nurses and other health providers will be supported in 
using elements of the intervention they might be facing challenges with. Thus, the sustainability 
of the intervention will be facilitated through real-time support and formal discussions. 
Partnerships among different stakeholders facilitate and maintain the sustainability of health 
interventions. Therefore, the sustainability efforts will further include establishing partnerships 
among varying health providers in the outpatient primary care clinic. The involvement of all 
stakeholders would enhance long-run legitimacy to the diabetic foot care education. The primary 
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care setting will sustain this particular initiative by engaging an interdisciplinary team. These 
stakeholders would play varying actions geared towards promoting sustainability of diabetic foot 
care education program. 
The primary outcomes will be continuously monitored and communicated to the relevant 
stakeholders. For example, nurses will be required to record and post results of the intervention 
on indicator boards. The outcomes will be indicated against the clinic's diabetic foot care aims. 
This would help determine the sustainability of the intervention. In addition, the success of the 
diabetic foot care education will be communicated. Unit teams will be acknowledged for their 
efforts to increase diabetic patients' knowledge and skills. Recognition of staff members would 
likely motivate others to practice patient education within the clinic setting regularly. 
As a scholar, this DNP project helped meet the educational requirement and identified diabetic 
foot ulcer management issues. A problem in healthcare was determined, and eventually, a 
solution developed. The current project served as a significant eye-opener since it helped identify 
and implement an intervention to address a public health problem. However, this might not be 
the last phase in the development of diabetic foot care education. Future research may be carried 
out to enhance the overall efficacy of this intervention. Therefore, there is a plan to conduct long-
term and comprehensive nursing practice research to address diabetic foot care problems. 
Summary 
The ultimate aim of the current DNP project was to implement diabetic foot care 
education among diabetes patients in the clinic to provide them with diabetic foot care 
knowledge and skills. The project’s goals were: to improve diabetic patients' knowledge of foot 
care by 10% as measured by the Knowledge of Foot Care Questionnaire by the end of the project 
implementation, train providers on the best ways of providing diabetic foot care education, 
58 
 
increase the rate of documentation of diabetic foot care education in Electronic Health Records, 
improve foot care practices among diabetic patients and reduce the number of foot complications 
among the patients. 
The quality improvement project adopted a quantitative methodology and a quasi-
experimental, pre-test, and post-test design. The project was implemented at an outpatient clinic 
located in Coos Bay, Oregon. The project used a total of 31 diabetic patients who were recruited 
using flyers posted on the clinic's new board. The foot care education sessions were implemented 
over three weeks, where participants were grouped into three groups of 10, 10, and 11 members. 
The project outcomes were diabetic foot care knowledge, diabetic foot care practices, and 
diabetic foot care complications in the pre-intervention and post-intervention period. The 
evidence of the project showed improvement in foot care knowledge and skills. The results also 
revealed that implementing the quality improvement intervention resulted in a decrease in 
diabetic foot complications among diabetic patients. Thus, it was concluded that diabetic foot 
care education is an effective intervention among diabetic patients.  The DNP project reflected 
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Appendix A: SWOT Analysis 
A SWOT Analysis is a method used to evaluate Strengths, Weaknesses, Opportunities, and 
Threats.  This activity is important to identify what the organization does well and where 
improvements are needed to ensure the organization’s success going forward. 
 
From the results of your SWOT Analysis, you will be able to identify some organizational 
barriers and facilitators for your successful implementation of planned change.  This information, 
plus additional goals the organization wants to achieve related to its mission and vision, should 
then be incorporated into your DNP project plan. DNP students with the greatest success are 
those that develop and actions align with the organization’s strategic plan. 
 
(Problem) 
(SWOT Analysis to identify a specific problem, list 
it here) 
Strengths: 
 Describe your organizational 
setting. 
 What is your organization’s 
greatest strength? 
 Do you consider your 
organization's leadership team 
strong? Why? 
 What does your organization offer 
to its employees that make it 
worthwhile to belong to your 
organization?  What’s in it for 
them? 
 Are your colleagues active and 
engaged? 
 Additional strengths 
 
The project setting is an outpatient clinic that offers 
different services, including family medicine, general 
surgery, behavioral health, internal medicine, and 
immediate care, among others. 
The clinic’s greatest strength is that the leadership 
supports quality improvement initiatives, and it is 
committed to delivering the best healthcare services to 
patients. 
The clinic has a strong leadership team that comprises 
physicians who oversee the daily operations to ensure 
successful delivery of care. 
The clinic provides a unique, collaborative 
environment where healthcare practitioners can own, 
build, and direct their practice while benefiting from 
the support of a large organizational structure. The 
leadership supports and collaborates with the 
practitioners towards maintaining successful 
operations of the health delivery system. In return, the 
practitioners are required to provide the best quality of 
care in order to promote the clinic’s brand name. 
The healthcare practitioners in the clinic, such as 
nurses and physicians, are actively involved in daily 





(SWOT Analysis to identify a specific problem, list 
it here) 
The management is receptive to ideas and innovations 
that would improve the quality of care provided in the 
facility. 
The management encourages inter-professional 




 What is your organization’s 
biggest weakness? 
 What can be improved? 
 What necessary 
expertise/manpower do you 
currently lack? 
 Does your organization have 
adequate resources for this 
project? 
 Additional weaknesses 
 
Practitioners in the clinic do not educate diabetic 
patients on foot care practices for preventing diabetic 
foot complications. 
In 2019, the clinic treated approximately 288 diabetic 
patients with complications such as foot ulcers. 
The quality of care provided to diabetic patients can 
be improved through the provision of foot care 
education. 
The practitioners, such as nurses, lack sufficient 
knowledge of diabetic foot care practices. 
The clinic has adequate resources required for the 
DNP project, such as a boardroom for educating 
diabetic patients and nurses on appropriate foot care 
practices, printers and printing materials, a whiteboard 
and marker pens, and a projector. 
 
Opportunities: 
 What is your organization’s 
greatest opportunity? 
 What environmental trends might 
impact your organization? 
 What external changes or factors 
present interesting opportunities? 
 Additional opportunities 
 
The clinic has the opportunity to improve the quality 
of care provided to diabetic patients by providing foot 
care education. 
The clinic could be negatively affected by the failure 
to empower diabetic patients through foot care 
education. Modern patients want to be informed on 
self-management practices for their conditions. The 
patients also want information that can empower them 
to make informed health decisions. 
The advent of Web 2.0 has led to the development of 
the participative patient creating the need for 
practitioners to provide more information to such 
patients 
The philosophy of care for chronic diseases such as 
diabetes has also shifted from health care provider-









 What is your organization’s 
biggest threat? 
 What obstacles do you face? 
 What are other organizations 
doing that yours is not? 
 What challenges can be turned 
into opportunities? 
 Are external economic forces 
affecting your organization? 
 Additional threats 
 
There is pressure from the national, state, and local 
levels for healthcare organizations and practitioners to 
collaborate towards reducing the cost of healthcare. 
Diabetes foot complications take up a significant 
portion of healthcare costs at the clinic 
The clinic risks financial loss and loss of patients due 
to failure to provide diabetes foot care education. 
The project could also experience resistance from 
practitioners due to time limitations and the busy 
nature of the clinical environment. 
Other organizations have developed programs for 
empowering patients through self-management 
education. 
Diabetes patients could be provided with foot care 
education to improve their health outcomes and the 




What needs to happen to ensure 




The clinic should embrace quality improvement 
initiatives to improve the quality of care provided to 
diabetic patients. For instance, the management 
should empower the nurses to provide diabetic foot 
care education to diabetes patients as a measure 
towards reducing the number of patients who present 
with complications such as foot ulcers. This would not 
only improve the patients’ experience but would also 







To achieving the objective 
Harmful 



































A large organization with adequate 
resources 
Leadership support for quality 
improvement initiatives 
Strong leadership made up of 
physicians 
Collaborative healthcare environment 




A high number of patients with diabetic 
foot complications 
Failure to provide patient foot care 
education 
Nurses lack adequate knowledge of 





































Improve the quality of care for diabetic 
patients through patient education on 
proper foot care practices 
Empower patients towards self-
management 
The shift of healthcare philosophy to 
patient self-management. 
Threats 
The pressure at all levels to reduce 
healthcare costs 
Diabetic foot complications contribute 
to high healthcare costs among diabetic 
patients in the clinic 
Competitor organizations have 
developed programs for empowering 
patients towards self-management 
Financial loss risks if patients move to 
clinics that offer foot care education 
Resistance from providers due to time 






Appendix B: Evidence Table 
EBP Question: Among diabetic patients (P), will implementation of a comprehensive foot care education program in an outpatient 
clinic (I) compared to previous practices (C) improve diabetic foot care knowledge and reduce diabetic care complications (O) over a 
four-month period of time (T)? 
 Author & Date Evidence 
Type 
Sample, Sample Size, 
Setting 
Study Findings that help 




1.  Ahmad Sharoni 
et al. (2016) 
A systematic 
review 
Articles that were 
published from 
January 2000 to 
March 2015 were 




Wiley Online Library; 
SpringerLink; 
ScienceDirect, and 
Web of Science. The 
basis of the research 
was inclusion criteria 
and keywords, which 
were “diabetes,” 
“foot,” and “care.” 
The final stage 
comprised 14 different 








improvement in foot-care 
scores and problems 
associated with the foot, 
such as foot ulcers, foot 
disability, etc. Health 
education strategies such 
as verbal and written 
instructions, assessment 
of the foot, problem-
solving, counseling, 
discussion, social 
support, phone calls, and 




Risk of bias in 




and there is also 

























A sample population 
of 435 nurses 
participated in the 
research; they all 
worked in a private 
hospital in Turkey. A 
nurse information 
form was used to 
collect the research 
data. Nurses’ 
Knowledge Level 
Form on the 
management of 
diabetic foot was also 
used to collect the 
research data. 
Patient education 
programs such as 
teaching and coaching 
play an important role in 
preventing diabetic foot 
problems and preparing 
and implementing 
training programs that 
improve self-care 
behaviors of patients and 
their quality of life 
through a combination of 
theory and practice 
significantly improve 
their diabetic foot care 
skills. 
This study was 
done on a group 
of private 













3.  Chuter (2019) A systematic 
review 
A search on six 
websites was carried 






and Cochrane library. 
Only publications up 
to 2018 August were 
considered. Other 
publications included 
in the study were 
educational resources, 
programs, and stand-
alone diabetes studies 
The Indigenous Diabetic 
Foot Program (IDFP) is a 
template that is used 
widely for the delivery of 
podiatry services related 
to diabetes. The template 
provides foot education 
appropriate to some 
cultures and also 
provides appropriate 
workshops on foot 
training and diabetic foot 
screening. Visual aids 
such as CD ROM, 
posters, educational card 
sets, and videos are some 
of the educational 
The research 
strategy did not 












might have been 





related to foot care 
interventions. 
resources that provide 
diabetic people with 
relevant knowledge for 
preventing foot ulcers. 
they were not 
published. 








A database search was 
done using some 
keywords on diabetic 
foot ulcers. A 
literature review of the 
current literature on 
prevention and 
treatment of foot 
ulcers was then done; 
the literature consisted 
of systematic reviews, 
randomized controlled 
trials, and prospective 
cohort studies that 
were published up to 
2016. A special 
reference was made to 
the National Institute 
of Clinical Excellence 
and National Diabetes 
Foot Care Audit 
report’s guidelines. 
-The efficacy of diabetic 
foot care education 
demonstrates a positive 
impact on the health 
beliefs of patients, as 
revealed by statistics on 
positive change of 
weight, blood pressure, 
and body mass index. 
-The recurrence or the 
onset of diabetic foot 
ulcers is delayed when 
there is patient education; 
patient education is, 
therefore, an important 
element that prevents 
diabetic foot ulcers 
among diabetic patients. 
Patient information 
includes providing them 
information and advice 
on appropriate footwear 
and wound care. -15% of 
patients with diabetes 
develop foot ulcers. 85% 
of foot ulcers among 
diabetic patients are 




studies, so the 
findings may 
have been 
affected by the 







neuropathy that alters 
foot pressures. 






No sample, no sample 
size, and setting not 
stated. This source 
provides information 
on components of 
diabetes care based on 
the previous updates. 
Education programs on 
risk factors and 
appropriate management 
to all patients with 
diabetes enable them to 
understand the 
implications of foot 
deformities. Through 
teaching and video 
educational programs, 
patients understand ways 
to substitute sensory 
modalities for 
surveillance of early foot 
problems. 











Verbal and visual 
tools of education 
were used in the study 









questionnaires on the 
effectiveness of foot 
care education in rural 
clinics were 
The patient will improve 
if education is 
implemented early in the 
patient’s care plan. The 
effectiveness of the 
program was evaluated 
using qualitative themes 
and to capture the 
perception of participants 
and their various 
experiences. 
Demographic data and 
retained knowledge were 
analyzed using 
descriptive statistics—the 
central tendency of mean, 
A very small 
sample size was 




to a larger 
population 







completed by a 
convenience sample of 
patients (N=9), while 
the clinic nurse 




survey had 25 
questions, and it was 
validated. Data was 
collected through one 
formative interview of 
5 minutes, a pre-test 
approach, and a post-
test approach. The 
transcripts, descriptive 
statistics, surveys, and 
questionnaires were 
then analyzed using 
SPSS 20.0. 
mode, and median 
calculated variables. 
Retained knowledge, 
which was measured 
using the Likert Scale, 
was 100%; all 
participants agreed that 
foot ulcers are caused by 
a lack of knowledge on 
how to take care of their 
feet. Participants 
improved their 
knowledge scores from 
44.4%. The education 
provided produced a 
satisfaction score of a 
mean of 4.56, with a 
standard deviation of 
0.527. Thus, Participants 
were strongly satisfied 
with the training 




A total of 131 
inpatients and 
outpatients with 
diabetic foot ulcers 
were given survey 
questionnaires from 
July 2018 to August 
2018. The survey 
aimed to determine 
self-care behavior 
among patients with 
diabetic foot ulcers at 
The study established a 
moderate level of self-
care behavior and 
established that the main 
factors affecting the 
management of diabetes 
and diabetic foot care 
were diabetic education 
experience and perceived 
support from the family. 





only a few cases 
represented due 






2 Korean hospitals. 
Self-care behaviors 
under this study were 
the management of 









collected data was 
then analyzed in terms 





coefficient. The study 
guideline employed 
was the STROBE 
checklist. 
revealed that the 
management of diabetes 
had a significant relation 





perceived stress, and a 
focused style of coping 
problems.  In addition to 
this, there was a 
significant association of 
diabetic foot care with 
diabetic education 
experience and perceived 
support from family and 
erythrocyte 
sedimentation serum rate 
level hemoglobin A1C. 
The study recommended 
that improving self-care 
behavior among patients 
with diabetic foot ulcers 
is improved by 
developing programs for 
diabetic education and 
instituting nursing 
interventions to increase 
family support. 





An internet search for 
available medical 
literature from 
It was found that foot 
care self-behavior in 
patients can be improved 
Conflicting 









relevant databases was 
done for six original 
intervention studies. 
The review intended 
to treat modifiable risk 
factors of diabetic foot 
ulcers. These 








ulcer treatment, and 
exercises related to 
foot and mobility. 
Interventions for eight 
outcomes were 







mobility of foot/ankle, 
mechanical stress, and 
knowledge of 
professionals. The 
review also involved 
the selection of 
when there is a 
comprehensive foot care 
education program. It can 
also improve when there 
are annual foot 
examinations and when 
healthcare professionals 
are well equipped to 
handle foot disease. 
Removal of callus causes 
a reduction in peak 
plantar pressure. Callus 
and plantar 
pressure are reduced 
effectively by custom-
made therapeutic 
footwear. Exercise on 
foot and mobility may 
improve symptoms of 
neuropathy and the joint 
range of motion between 
foot and ankle. 
The study concludes that 
the modifiable risk 
factors for foot ulceration 
are improved when there 
is a structured education 
program for both patients 





risk factors on 






followed by an 
assessment of data 
obtained from 
controlled studies for 
quality methodology 
by two independent 
reviewers. The data 
was then extracted and 
presented in tables of 
evidence and risk of 
bias. 
A total of 72 
publications were 
reviewed with 26 and 
46 controlled and non-
controlled study 
designs, respectively. 




Cohort study among 
adult patients 
hospitalized with 
diabetic foot ulcers in 
a safety-net hospital in 
2016. Quality metrics 
relating to diabetic 
foot ulceration were 
measured to determine 
if they were adhered 
to, based on 
guidelines. This was 
done for a period of 
12 months after the 
In regards to inpatient 
metrics, 37% of the 
patients received 
education on diabetes, 
8% of patients had a 
measurement of the 
brachial-ankle index, and 
those who received 
offloading before 
discharge were 20%. In 
regards to outpatient 
metrics, wound care was 
instituted for 33% of 















six months before 
admission was made 
and before receiving 
education on diabetes, 
and before the prior 
discharge of wound 
offloading device as 
well. Metrics for 
outpatient included 
wound care for 30 
days or less of 
discharge in addition 
to 8% or less A1c 
hemoglobin, cessation 
of tobacco, and 
retention in care (2 or 
more clinical visits in 
90 days or more apart) 
12 months after the 
discharge. 
The study involved a 
total of 323 patients. 
discharge. 34% of 
patients achieved 8% of 
HbA1c for 12 months 
after the discharge. Those 
who quit tobacco and 
those who were retained 
in care were 13% and 
52%, respectively. The 
amputation fee survival 
for 12 months was 71%. 
- The study model 
revealed large gaps when 
it comes to adhering to 
diabetic foot ulcer care 
guidelines. The study 
concluded that 
amputations are 
prevented when measures 
such as patient education 
are implemented since 
they close these gaps. 






between 1980 and 
2004 management of 
foot ulcers were 
searched from relevant 
electronic sources and 
The literature review 
states that 50% of 
Diabetic Foot ulcer cases 
can be prevented by 
useful education. The 
review recommended 
Some of the 
sources were 
published over 







designs for the 
selected literature 
were case-control 






studies but excluded 
case series and case 
reports. Bibliographies 
for all retrieved and 
relevant publications 
were also searched in 
the identification of 
other studies. 
education programs on 





footwear, etc. The article 
further acknowledges that 
the cornerstone to 
preventing diabetic foot 
ulcers is to educate 
patients on self-
management of the foot. 
Education programs for 
patients must emphasize 
the responsibility of 
patients on their well-
being and health. Foot 
care education for 
diabetic people aims to 
prevent foot ulcers and 
their subsequent 
amputation. The 
education should be 
about risk factors, 
monitoring foot 
temperature, self-
inspection, daily foot 
hygiene, blood-sugar 
control, and proper 
selection and use of 
footwear. Education 
programs touching on 
83 
 
these topics will reduce 
diabetic foot ulcer cases 
and also reduce 
amputations significantly. 
However, education 
should not be 
independent, preferably 





frequency and morbidity 




Appendix C: Demographic Questionnaire 
Kindly respond to the following questions: 
Q1. What is your Gender? 
1. Male 
2. Female 
Q2. What is your Age?.................. 










Q5. How long have you been diagnosed with diabetes? 
1. Less than a year 
2. 1-5 years 
3. 6-10 years 
4. More than ten years 
85 
 
Q6. How is your diabetes controlled? 
1. Insulin 
2. Oral medication 
3. Diet control 
4. Both insulin and oral medication 

















Patient Age Demographic Chronologica
l age in years 
of the 
patients 
Actual age in years 









Patients gender as 




























the diabetic foot 
process and 
management as 
measured using the 



















































care for their 
feet 
Computation of 
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Recruit 
participants 




           
Collect pre-
test data 





           
Collect post-
test data 
           
Analyze the 
data 














Appendix F: Budget 
Item Amount 
Four reams of printing papers $50 
Writing pads $200 
Pens $50 
Snacks $300 

















































-Collection of pre-test data 
Implementation of 
diabetic foot care 
education 
Collection of post-test data 
-Data analysis 
-Preparing the 
project report Disseminat
ion of 
project 
results  
